Guinea, where he had suffered filariasis, malaria and dengue.
Exertional dyspnea had begun in 1970; in 1971, malleolar edema appeared, developing in two years into a full-blown clinical picture of right-sided failure with jugular vein dis tension, hepatomegaly, ascites and edema. Proptosis was apparent. Cardiac examination did not disclose mitral or tricuspid regurgitation murmurs, and showed intermittent right ventricular gallop. ECG showed A-V junctional rhythm alternating with atrial tachyarrhythmia. X-ray examination of the chest disclosed huge cardiac enlargement with clear lungs. Eosinophilia was not detected.
From 1974 onward, the patient had at least four major episodes of heart failure, and in none did intensive medical treatment produce complete compensation. The patient re peatedly refused catheterization.
In 1980, an echocardiogram showed a massively thickened right ventricular free wall ( 27 mm ) with no reduction of right ventricular diameter. Toward the apex the right yen tricular lumen suddenly disappeared. The left ventricle was normal and pericardial effusion was present ( Fig 1) .
The patient died in July, 1981 with a low cardiac out put syndrome. Autopsy showed enormous dilatation of the right atrium and biventricular endomyocardial fibrosis with a striking preponderance on the right ventricle, which was sibly be helpful as well in differentiating among these conditions. In summary, we believe that a thorough echo cardiographic examination of the right ventricular anterior wall and right ventricular cavity is war ranted whenever a restrictive or obliterative syn drome is suspected, insofar as the echocardiogram may clearly point to the diagnosis of endomyocar dial fibrosis. completely obliterated ( Fig 2) except just below the tn cuspid valve and in the outflow tract, where ventricular diameter was normal. Histologic examination of the endo myocardium showed dense collagen tissue with sparse elastic fibnils.
DISCUSSION
In recent years, echocardiographic features of en domyocardial fibrosis, either of the left ventricle,2 right ventricle,3 or bilateral,1'3 have been reported. In left ventricular involvement, the most frequently observed feature is a very wide septal movement with an â€oe¿ Mâ€•-shaped appearance in diastole; this movement is similar to that described in constric tive pericarditis. 4 On the other hand, in most cases of right ventricular endomyocardial fibrosis, para doxic septal motion has been shown to be present. DiÃ©notet al,3 in one of 11 cases of right-sided endo myocardial fibrosis, described an outstandingly thickened anterior wall of the right ventricle with systolic obliteration of its lumen. This pattern has also been pointed out by Hess et a!' in two of six cases.
